Introduction
This paper describes the characteristics of a population receiving prepaid psychiatric services and the pattern of psychiatric services utilized.
It is estimated that nearly half of the Canadian population are members of prepaid medical insurance plans (2) . Encouraging progress has been made over recent years in the inclusion of payment for various psychiatrists' services by the prepaid medical plans. This inclusion of psychiatric services reduces the segregation of psychiatry from general health services. However, despite the development of this type of coverage, there is still a marked variation as to the type and amount of psychiatric care afforded by health insurance plans (3) (4) (5) (6) . Some plans exclude, others limit psychiatric services, and only a few attempt to provide comprehensive care. Some of the reasons suggested for this situation are discrimina-"Presented at the Annual Meeting, Amerrcan Psychiatric Association, Toronto, May 7-12, 1962. This article is an extension of a thesis submitted by Dr. Bezeredi to the Faculty of Medicine, University of British Columbia, March. 1960, in partial fulfillment of the requirements for the M.D. degree.
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"Assistant Resident, Department of Psychiatry, Vancouver General Hospital. tion, prejudice, apathy and ignorance regarding psychiatric illnesses (5) .
Certainly one of the important reasons for variation among the insurance plans is lack of data upon which to estimate the utilization and costs of psychiatric services (3, 5, 7) . The health plans need information on the costs of such prepaid coverage before psychiatrists' services can be underwritten (5) . The psychiatrist is concerned with the effect of ptepayment upon his pattern of practice and upon the psychotherapeutic relationship.
Review of Literature
Various aspects of out-patient psychotherapy have been investigated in recent years (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) (19) . In addition to evaluating the response to psychotherapy, observations have been made with regard to the criteria for selection and rhe effect of social class on length of treatment and drop-out of patients receiving out-patient psychotherapy.
It has become evident that various therapeutic aims may require different techniques in therapy (11) . Woodward et at (9) reviewed the function of memtal health clinics in New York State, in the following manner:
"Again, considering that 43 per cent of treated patients withdraw from treatment, that 64 per cent of all patients are seen only one to four times, and that in a goodly number of the clinics that Stress treatment and select only patients believed to be well motivated for fairly intensive treatment, more than 50 per cent of such patients do not get beyond the fifth interview. It seems to the authors that treatment efforts are very likely being skewed in the direction of the staff's biases about therapy, rather than being based on fully realistic assessment of patient needs, goals and limitations. It seems likely that two widely held beliefs among psychiatrists, psychologists and social workers are responsible for the skewing: namely, the belief in "cure" and the notion which is closely associated with this that high professional status can be maintained only if one is a depth therapist. Both of these in our opinion prove to be illusory. For many patients a more realistic goal would be brief psychotherapy, together with case work and counselling focused on patients' problems in social relationship."
This number of interviews is in contrast to patients seen in formal psychoanalysis, who are reported as receiving an average of four sessions weekly (19) .
There are a few articles on psychiatric morbidity among members of health insurance plans (20) (21) (22) . Of these studies, the article by Harlow (20) might be compared with this report.
Harlow described the first year's experience of psychiatrists' services being provided to 76,000 members of Group Health Insurance, New York. More than one half of the 2,000 members of the American Psychiatric Association agreed to participate in the plan. Up to 15 individual office visits were paid at the rate of $20 per office visit (of which the patient paid $5). A total of 541 patients were seen, of whom 40% were referred to the psychiatrist by a physician. In about half of the cases in which final reports were received, the patients did not seek all the services for which they were eligible. The averflge number of office visits in these cases was approximately five. Nearly half of the patients who did not go for all 15 visits were described by the psychiatrists as "resistant to treatment" (Harlow) .
Background of Study
Data for this study was obtained from routine information of Medical Services Association (M.S.A.), Vancouver. M.S.A. is a non-profit medical insurance plan which provides choice of physician and fee for service. Business concerns with ten or more persons are eligible for group enrolment of employer and all employees. This plan is officially approved by the Canadian Medical Association, E.c. Division. M.S.A. pays for services of private psychiatrists, upon patient referral by the family physician. During the study period, referred members were eligible for up to 15 hours of psychotherapy annually, paid at fee schedule rates established by the Provincial Medical Society. The plan pays the medical costs for psychiatric hospitalization in a general hospital, and for electrotherapy. During the period studied M.S.A. covered 410,000 employees and their families, or better than one person in four in the Province. Approximately 60% of the members were located within Metropolitan Vancouver. All 15 private psychiatrists in Metropolitan Vancouver participated in the plan. These qualified psychiatrists include the various denominations of belief described by Hollingshead and Redlich (23) .
Aims of Study
The Department of Psychiatry at the University of British Columbia is conducting epidemiologic studies of the patient populations of various psychiatric facilities within Metropolitan Vancouver. Since M.S.A. members compose approximately half of the patients seen by private psychiatrists, it was felt that study 'of this population would contribute to further knowledge regarding the segment of the spectrum of psychiatric illnesses treated in private practice.
This study was undertaken in an attempt to d~scribe the personal characteristics of a population receiving prepaid psychiatric services, and the pattern of psychiatric services utilized. Our aim was to analyse the routine data available from a particular insurance plan, rather than to evaluate the results of psychotherapy or the effect of prepayment upon the psychotherapeutic relationship. These latter topics have been described by other authors (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) (19) (20) (21) (22) .
Method
The routine data of M.S.A. was compiled for members, aged 15-69, resident in Metropolitan Vancouver, for whom the plan was billed by certified psychiatrists in private practice in Vancouver. Manual collation of this data required some 500 hours before transfer to I.B.M. punch cards for subsequent analysis. Sources of information consisted of: 1. Application card for membership providing personal characteristics and membership status.
2. Monthly statements submitted by psychiatrists detailing the amount and type of psychiatric services (diagnostic information was not utilized due to variation in nomenclature among the psychiatrists.) .
The bulk of office visits lasted one hour. The median was chosen to describe the average number of interviews since it would be less affected than the mean by extending the period of study.
Results
The 15 psychiatrists saw 1,016 patients during a 15 month period. This report describes the personal characteristics of the patients; the type and amount of psychiatrists' services; and a two year follow-up of the working patients' employment status.
I-Personal Characteristics:
It is emphasized that the data presented here are numerical distributions. (Table   I ). The frequency of referral among various groups of members could not be calculated since the characteristics of the M.S.A. population within Metropolitan Vancouver were not known.
1. SeX>-of the 1,016 psychiatric patients in the study population 36.4% (370) were male, and 63.6% (646) were female.
2. Marital Status-approximately 80% of each sex group were married. This is probably a reflection of the marital composition of the general membership. The number of married females seen by psychiatrists was approximately twice the number of married males. Since the number of married females in the general membership approximates the number of married males, one may conclude that married females are twice as likely as married males to be seen by a psychiatrist.
3. Age-approximately 80% of patients were between the ages of 25 and 49. Unmarried females were older than unmarried males, but married females were slightly younger than married males.
Number of children under 18
years-approximately half of the married patients had one to two children. Childlessness was slightly higher among married females than married males. This may be related to the age difference between married males and females, or may be associated as a factor in referral for psychiatric care. 5. Working Status-96% of male patients were employed; and 4% were dependents between the ages of 15 and 18: 77% of female patients were housewives, and 20.0% were employed. About one quarter of the 129 employed females were married.
II-Type and Amount of Psychiatric
Services:
The patients studied were those seen at any time during the 15 month period, Oct. 1, 1956 to Dec. 31, 1957. The prepaid services received by these patients were studied for the 18 month period, Oct. 1, 1956 1, to March 31,1958 . It is noted that patients were seen at various times during the study period, so that the duration of possible contact with the psychiatrist could range from three to 18 months. The patients have been grouped into various components related to the dates of first and last contacts with the psychiatrist. (Chart I.)
1. Type of psy chiatrists' servicespsychotherapy was given to 86.0% (874) of the patients seen. One half of these patients had six or less office visits, while one quarter had 12 or more visits during the study period. The median number of visits was lowest for married male patients and highest for unmarried female patients (Table II) interviews was not available from routine data.) Hospitalization in a psychiatric unit of a general hospital occurred in 6.4% (65) of the patients (British Columbia has a universal hospital insurance plan which includes psychiatric hospitalization in general hospitals). Among the married female patients 7.9% (42) had been hospitalized in a psychiatric unit. The extent of psychiatric hospitalization for M.S.A. members in provincial psychiatric facilities is unknown. Further study of this hospitalized group is required to assess whether M.S.A. members see a psychiatrist at an earlier stage of illness, and what effect this may have upon the duration of disability.
Electrotherapy was administered to 3.8% (39) of the patients on either an in-patient or out-patient basis.
2. Date of referral-1O.9% (111) of the patients were first seen prior to the beginning of the study period. The remaining 89.1% began their contact with their respective psychiatrists during the study period (Table III) . It is possible that other psychiatrists may have been consulted prior to the study period.
3. Number and disposition of "new" patients for individual psychiatrists-the number of patients seen by each psychiatrist ranged from 17-112. Of 905 "new" patients, 14.5% did not return for psychotherapy following consultation (Table IV) .
There was considerable variation among the psychiatrists in the proportion of patients seen only once. This range of 3.6% -47.3% may be related to variations in referral patterns or to the psychiatrist's philosophy of treatment (Table V) . 
Amount of psychotherapy [ollou» ing consultationsimilarly, there was
considerable variation among the psychiatrists in the median number of office visits for psychotherapy received by their patients following consultation (Table VI) . One-half of the 774 "new" patients returning for psychotherapy received seven or less interviews. (This is not different from reports of out-patient clinics (12) (13) (14) (15) (16) (17) ).
Again, the patterns of practice among various psychiatrists varied widely. The median number of interviews for patients of individual psychiatrists ranged from two to ten.
There seems to be two groups of "new" patients receiving psychotherapy, of whom 62.4% (483) were not seen for at least three months before the end of the study period and may 'be considered as discharged or terminated; these patients had received a median number of four interviews (Table VII) . The remaining 37.6% (291) had been seen during the final three months of the study period and may be considered "active"; this group had received a median number of ten interviews. The median number of office visits for "new" patients receiving psychotherapy is related to the length of time the patient could have been in contact with the psychiatrist during the study period. The maximum length of contact within the study period could range from three to 18 months, depending upon when the patient "first" saw the psychiatrist. Patients who could have been in contact with a psychiatrist from seven to 18 months (consultation between Oct. 1, 1956 and Aug. 31, 1957) form two groups (Chart II and Table VIII ). One group, approximately 70% of the total, received a median number of four to eight office visits (depending upon the length of possible contact). The remaining 30% of patients received a median number of 11-14 office visits. Information is not available as to whether the psychiatrists had different therapeutic objectives for these two groups of patients, or whether this phenomenon may be associated with such factors as "recovery", drop-out, "resistance to treat- ----------~5 ;.te",ews Median number of office visits, for patients grouped by date of referral, and by date of last visit during study-period ment", or patient differences in motivation, intelligence, "social class?" etc.
Ill-Follow-up of Employment Status
It was possible to determine whether the patients had maintained their membership within the plan for two years subsequent to the study period (Table IX) : 32.0% (325) of all patients had not maintained their original membership. This meant that the employed patient, or the employed subscriber for a dependent (housewife or child aged 15-18), had changed jobs or was unemployed.
Of the 325 patients who had not maintained their original membership, 28 were' reinstated as members through the sub-°T he relation between "social class" and amount of therapy will be described in a subsequent report. scriber being employed in other firms providing M.S.A. membership.
The frequency of membership lapse is lowest (24.2%) in housewives, for whom the husband is the employed subscriber. The membership lapse ratio is higher (34.8%) in patients who had been employed during the study period. This change (or loss) of employment is quite high even if we consider the labour mobility of the Metropolitan Vancouver working population. Case studies are required for more adequate assessment of the work record of these patients.
Discussion
It is noted that this paper describes the members of a specific medical insurance plan, resident in a particular metropolitan area, receiving psychiatric services from 15 psychiatrists, who vary considerably in their patterns of practice. It is not known to what extent the findings may be applied to other populations of patients and psychiatrists studied over periods longer than 18 months. It is hoped that further reports from other medical insurance plans may ensue. The natural history of the contact between a patient and a psychiatrist is a complex one". This sequence may be divided into the periods: before, during, and after psychiatric care. In addition to the factors speculated upon above, other variables include: 1) the nature and severity of the signs and symptoms bringing the patient to the attention of the family physician;
2) alternatives to psychiatric referral available to the family physician;
3) attitudes and expectations towards psychiatric care by both referring physician and patient and the psychiatrist.
Personal Characteristics
The personal attributes describe those patients referred to psychiatrists. It is not felt that these distributions represent the incidence or inception of psychiatric illnesses in the population, but to a large extent are related to factors involved in the referral process of persons with psychiatric illness. For example the fact that 0The natural history of psychiatric hospitalization has been outlined elsewhere (25) married females were twice as likely to be referred to a psychiatrist may be related, not only to the actual inception of psychiatric illness, but to differences between the sexes, as to the feasibility of attending a physician during the working hours of the day; or the expression of complaints to a family physician.
Type and Amount of 'Psychiatric Services
There was considerable variation in the patterns of psychotherapeutic practice among individual psychiatrists. Some of the factors which may be associated with this variation have been outlined. It is evident that not all patients received psychotherapy subsequent to consultation. A majority of patients receiving psychotherapy did not utilize 15 hours of psychotherapy during a year. Among the factors associated with this terminability of psychotherapy may be the natural history of the psychiatric illness per se (8, 18) . A large proportion of patients seen in private psychiatric practice are neurotic and "... it is perfectly clear that in the mass, neuroses must have a limited course even if untreated; in fact, the best available data would suggest an average duration between one and two years" (8) .
Follow Up of Employment Status
The change of employment status in the working patients is striking. If these patients were unemployed because of psychiatric disability, this group requires intensive study, since they have the asset for rehabilitation of having been employed previously".
Implications for Further Studies
In addition to the intensive case studies suggested above, the following studies are recommended.
The effect of psychiatric consultation and care upon other medical costs should be studied further. According to Harlow (20) "Many psychiatrists believe that effective treatment would lower the demand for medical and surgical care to such an extent that the cost to an insurance plcm for psychiatric benefits would be more tban offset by the decrease in other claims." Bennett (24) found that for 121 female patients who had been admitted to a general hospital for organic disease and subsequently transferred to a psychiatric unit, there had been 159 major operations in the past history. He questions how many of these operations were necessary, stating that "... a large percentage were accepted by patients with the understanding or at least hope of relief from nervousness; certainly none were indicated from this point of view."
Bennett adds: "The result is a tremendous array of maladjusted persons going from doctor to doctor and receiving illogical medical and surgical therapies which only aggravate their personality problems."
The relation between the availability of psychiatric services and the course of psychiatric illnesses should also be investigated. Are patients from this insured population referred to a psychiatrist at an earlier stage of their illness? To what extent does the availability of psychiatric care reduce the duration and severity of disability? Resume 1. Les donnees courantes, dans un regime d'assurance medicalea prepaiement, peuvent servir a decrire la somme et le modele des services psychiatriques utilises. 2. Les femmes mariees, deux fois plus que les hommes maries, auraient vraisemblablement besoin de la visite du psychiarre, 3. Quatorze pour cent des cas referes n' ont pas ete traires par la psychotherapie par la suite.
4. La psychiatrie a une fin: les nouveaux malades traites par la psychotherapie ont eu un nombre median de 7 entrevues. 5. Les modeles d'exercice de la psychotherapie varient beaucoup selon les psychiatres. 6. Une proportion de 36.7 p. 100 des malades employes avaient change d'emploi ouetaient tombes en chomage dans les deux ans de leur envoi au psychiatre. 7. On recommande de faire d'autres etudes de cas et de population.
"L'histoire nous enseigne que, depuis cinquante ans, les services rnedicaux se sont changes d'un service prevenrif en un ou plusieurs services se rattachant plus particulierement au traiternent de malades individuels. j'ai declare que nous entrons dans une ere ou la psychiatrie et ses ramifications joueront un role important " "La question de fournir ces services et d'en acquitter le cout est un problerne different de celui que nous avons du envisager dans le passe, et exige la collaboration de la profession, de l'assurance facultative et du gouvernement.
"Je crois que, pour resoudre ce problerne, nos programmes d'assurance facultative doivent plus volontiers tenter des experiences." (26) 
